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T he world’s population is rapidly aging, 
particularly women, who have a life ex-

pectancy 10 years longer than that of men.1 By 
2050, the number of women age 60 is expected 
to double, and the number of women age 80 is 
expected to triple.1

 The leading causes of disability and death 
in women over age 60 are cardiovascular dis-
ease, diabetes mellitus, chronic obstructive 
pulmonary disease (COPD), cancer, back pain, 
arthritis, osteoporosis, falls, depression, and de-
mentia.1 Approximately 20% have more than 
one health condition.1 Improving outcomes in 
these conditions is crucial to health as women 
age.
 Physical activity is a safe way to improve 
health and to promote healthy aging. Impor-
tant differences exist between men and women 
in the degree of benefi t derived from physical 
activity, especially for stroke risk, hyperten-
sion, and diabetes and, thus warrant special at-
tention.2–5 While it is generally accepted that 
physical activity is a healthy behavior and that 
any activity is better than none, the optimal 
type, intensity, and level required to achieve 
specifi c health outcomes depends on the dis-
ease the patient and clinician are trying to pre-
vent or manage.
 Physical activity is defi ned as “any bodily 
movement produced by the contraction of 
skeletal muscle that increases energy expendi-
ture above a basal level.”2 Exercise is “a form 
of physical activity that is planned, structured, 
repetitive, and performed with the goal of im-
proving health or fi tness.”2 The distinction 
between the two is important as clinical out-
comes vary depending on the type, intensity, 
and level of activity. Defi nitions and examples 
of physical activity, with estimates of metabol-
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ABSTRACT
Physical activity can maximize health by improving dis-
ease-oriented and patient-oriented outcomes in women 
age 60 and older. General activity levels are low in the 
United States. Promoting physical activity in clinical prac-
tice is limited by time constraints and knowledge defi cits. 
Understanding the benefi ts of the specifi c type of physi-
cal activity, the intensity, and the level in older women 
helps clinicians provide focused, time-effi cient counseling 
in primary care. This review details the benefi ts of physi-
cal activity in older women by disease state.

KEY POINTS
Sex-specifi c differences in diseases exist for older women.

The leading causes of disability and death in women over 
age 60 are cardiovascular disease, stroke, hypertension, 
diabetes mellitus, hyperlipidemia, cancer, cognitive de-
cline, chronic obstructive pulmonary disease, depression, 
musculoskeletal disorders, osteoporosis, and falls, all of 
which are improved by physical activity.

Primary care counseling on routine physical activity and 
exercise can increase the level of activity in women age 
60 and older and improve clinical outcomes.
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ic equivalents, a measure of energy output, are 
presented in Table 1.
 Levels of physical activity are low in US 
women, and 80% do not meet the US Depart-
ment of Health and Human Services mini-

mum recommendation for adults, including 
older adults, of at least 150 minutes a week of 
moderate-intensity activity or 75 minutes a 
week of vigorous-intensity activity.2 
 Evidence supports population-wide pro-

Knowing
the type and 
intensity
of activity
that benefi ts 
each disease 
helps clinicians  
make specifi c 
recommen-
dations

TABLE 1

Physical activity and exercise: Defi nitions and durations

Physical activity Bodily movement from skeletal muscle contraction resulting in energy 
expenditure above baseline.

Exercise Planned, structured, repetitive physical activity performed to improve health 
or fi tness.

MET (metabolic equivalent 
of task)

A measure of energy expenditure for an activity with a 
reference of 1 MET being rest.

Intensity Low intensity: 
Nonsedentary activity ≤ 3 METs

Leisurely walking (≤ 2 mph)
Light household chores

Moderate intensity: 3–5.9 METs Golfi ng (walking, carrying bag)
 Dance
Pickleball
Brisk walk (2.5–4 mph)
Gardening
Playing with grandchildren

Vigorous intensity:
≥ 6 METs

 Hiking
Swimming
Water aerobics
 Fast walk (≥ 4.5 mph)
 Stationary cycling
 Strenuous fi tness classes

Activity level Inactive: No moderate to vigorous 
physical activity

Low: Almost completely inactive

Moderate: Some physical activity 
>4 hr/wk or about 12 MET hr/week 
or more

Brisk walk 4 hr/wk
Pickleball 2.5 hr/wk
Golfi ng (walking, with bag) 3 hr/wk

High: Vigorous activity >3 hr/week 
or about 18 MET hr/wk or more

Hiking 3 hr/wk
Swimming 2.5 hr/wk
Strenuous fi tness class 2.5 hr/wk

Types of exercise Aerobic: Rhythmic movement of 
large muscles for sustained periods 
of time

Walking
Swimming
Stationary cycling

Resistance: Activity that increases 
skeletal muscle strength, power, 
endurance and mass

Lifting weights
Using resistance bands
Body movement underwater

Combined: Activity with aerobic 
and resistance components

Fitness classes with weights
Circuit training

Adapted from reference 2.
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motion of physical activity to improve health,2 
yet counseling on this by primary care provid-
ers remains inadequate with only about 21% 
of patients receiving counseling.6 Barriers to 
this counseling include a lack of training and 
knowledge among providers on the benefi ts of 
physical activity, as well as time constraints 
and inadequate counseling skills.6

 This review presents outcomes from sys-
tematic reviews and meta-analyses published 
through December 2019 that describe optimal 
type, intensity, and level of physical activity 
to improve outcomes for the most common 
causes of morbidity and death in women age 
60 and older (Table 2).3–5,7–21 This information 
can help clinicians provide practical, specifi c, 
and time-effi cient counseling in the primary 
care setting.
 While some studies report outcomes spe-
cifi cally for women, most include both men 
and women, and thus we have generalized the 
combined data to women. This is discussed in 
more detail below in  the section, “Limitations 
of current literature on physical activity.”

 ■ DISEASE-SPECIFIC FINDINGS

Cardiovascular disease
This is the leading worldwide cause of prema-
ture death in people age 60 and older.1 Studies 
have shown that physical activity improves 
cardiovascular disease mortality rates and ma-
jor cardiovascular events including myocar-
dial infarction and stroke, the development of 
coronary artery disease, and most modifi able 
cardiovascular risk factors.
 In a systematic review, Kraus et al7 found 
that moderate to vigorous activity signifi cant-
ly reduced cardiovascular disease-related mor-
tality rates compared with inactivity, and the 
greater the quantity, the greater the reduction. 
Performing the US Department of Health and 
Human Services’ recommended 150 minutes 
per week accounted for 75% of the total es-
timated cardiovascular disease mortality re-
duction associated with physical activity. In 
women, Sattelmair et al8 found that leisure-
time physical activity reduced the risk coro-
nary heart disease by 33%.
 Patient counseling suggestion. Brisk to 
fast walking—and even walking at moderate 
intensity—for about 4 hours a week may pre-

vent heart disease and death from heart dis-
ease.

Stroke
Reducing stroke risk in women requires high 
levels of physical activity. In a meta-analysis 
by Diep et al,3 women achieving high but 
not moderate activity levels had a 24% lower 
stroke risk than women achieving only low 
activity levels. For women participating in 
moderate vs low activity levels, the stroke risk 
was not signifi cantly different (relative risk 
[RR] 0.99).3 
 Patient counseling suggestion. Fast walk-
ing or other vigorous-intensity exercise for 3 
hours per week may prevent stroke.

Hypertension
Physical activity has been shown to improve 
blood pressure in people with and without hy-
pertension. A systematic review by Pescatello 
et al4 found that in normotensive adults, in-
creasing activity levels was associated with 
decreases in the incidence of hypertension. 
Compared with people engaging in low-level 
physical activity, those engaging in moderate-
level activity had an 11% reduced risk; those 
engaging in high-level activity had a 19% re-
duced risk. Each 10 MET hour/week of physi-
cal activity, equivalent to brisk walking for 2 
to 3 hours a week, was associated with an ad-
ditional 6% risk reduction in incident hyper-
tension.4

 In people with hypertension, physical ac-
tivity improves blood pressure control and 
reduces cardiovascular disease mortality rates. 
Exercise has been associated with reductions 
of 5 to 17 mm Hg in systolic pressure,4,14 simi-
lar to reductions achieved with pharmaco-
therapy.14

 In women with hypertension, increasing 
levels of activity is associated with signifi cant 
reductions in mortality regardless of the se-
verity of hypertension.4,22 A meta-analysis by 
Pescatello et al4 reported that highly active 
women with resting systolic blood pressures  
of 140 to 159 mm Hg had a 24% relative risk 
reduction, while highly active women with 
baseline systolic pressures above 160 mm Hg 
had a 27% relative risk reduction in cardio-
vascular mortality compared with inactive 
women with the same systolic pressures.
  Patient counseling suggestion. Participat-

Counseling by 
primary care 
practitioners 
in partnership 
with exercise 
professionals 
results 
in better
long-term 
adherence to 
physical activity

 on July 17, 2025. For personal use only. All other uses require permission.www.ccjm.orgDownloaded from 

http://www.ccjm.org/


408 CLEVELAND CLINIC JOURNAL OF MEDICINE  VOLUME 88  • NUMBER 7  JULY 2021

PHYSICAL ACTIVITY IN OLDER WOMEN

TABLE 2

Benefi ts of exercise for common causes of morbidity and death in women a

CONDITION INTERVENTION END POINT
COMPARATOR 
GROUP

EFFECT SIZE
(95% CI)

CVD 7.5–14.9 MET hr/wk LTPA7 All-cause mortality No LTPA HR 0.68 (0.66–0.69)

150 min/wk MVPA8 CHD incidence No LTPA RR 0.86 (0.77–0.96)

Stroke High PA3 Stroke incidence Low level PA RR 0.76 (0.64–0.89) 

HTN High PA4 HTN incidence Low level PA RR 0.81 (0.76–0.85) 

Moderate PA4 HTN incidence Low level PA RR 0.89 (0.85–0.94) 

Any exercise (exercise in general)14 SBP reduction Control −8.96 mm Hg (−10.27 to −7.64)

Diabetes 150 min/week MVPA5 Type 2 DM incidence Inactivity RR 0.74 (0.69–0.80) 

Supervised aerobic exercise9 HbA1c reduction No exercise −0.30 (−0.60 to −0.45) 

Supervised resistance exercise9 HbA1c reduction No exercise −0.30 (−0.38 to −0.15) 

Combined exercise9 HbA1c reduction No exercise −0.53 (−0.68 to −0.45) 

Breast cancer High-level MVPA10 Breast cancer incidence Low level PA HR 0.90 (0.87–0.93)

Cancer b Supervised exercise11 Health-related QOL Control SMD 0.48 (0.16–0.81) 

Cognitive 
decline

Physical activity15 Alzheimer disease 
incidence

Inactivity RR 0.61 (0.52–0.73)

Moderate to high-intensity aero-
bic exercise16

Global cognition Control SMD 0.60 (0.21–0.98) 

COPD Pulmonary rehabilitation17 Dyspnea Usual care MD 0.79 (0.56–1.03) 

Depression Moderate to high intensity 
combined exercise18

Depression severity c Control SMD −0.34 (−0.52 to −0.17) 

Hip OA Land-based exercise12 Pain (3–6 mo) No exercise SMD −0.38 (−0.58 to −0.18) 

Land-based exercise12 Physical function No exercise SMD −0.37 (−0.57 to −0.16) 

Knee OA Land-based exercise13 Pain No exercise SMD −0.49 (−0.39 to −0.59) 

Land-based exercise13 Physical function No exercise SMD −0.52 (−0.39 to −0.64) 

Falls Exercise19 Number of fallers Control RR 0.85 (0.81–0.89) 

Exercise19 Falls Control RaR 0.77 (0.71–0.83) 

Osteoporosis Combined exercise21 Lumbar spine bone 
density

Usual care SMD 0.349 (0.064–0.634) 

Exercise20 Overall fracture No exercise RR 0.49 (0.31–0.76) 
a Most studies cited here included both men and women.
b Breast, colorectal, head and neck, lymphoma, others.
c Severity determined by self-report on depression scales.

CHD = congestive heart disease; COPD = chronic obstructive pulmonary disease; CVD = cardiovascular disease; DM = diabetes mellitus; HbA1c = hemoglobin 
A1c; HR = hazard ratio; HTN = hypertension; LTPA = leisure-time physical activity; MD = mean difference; MET = metabolic equivalent of task; MVPA = mod-
erate to vigorous physical activity; OA = osteoarthritis; PA = physical activity; QOL = quality of life; RaR = rate ratio; RR = relative risk; SBP = systolic blood 
pressure; SMD = standard mean difference
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ing in 2.5 hours a week of moderate-intensity 
exercise such as pickleball, golf, or dancing 
may lower blood pressure, prevent hyperten-
sion, and reduce mortality risk from heart dis-
ease in women with hypertension. Swimming 
2.5 hours per week is even more benefi cial as 
it is a vigorous-intensity exercise.

Diabetes mellitus
Diabetes is a leading cause of both morbidity 
and death in older people worldwide. Physi-
cal activity has been associated with signifi -
cant benefi ts in reducing incident diabetes 
and in improving outcomes for diabetic pa-
tients.5,9,23,24

 In a meta-analysis by Smith et al,5 higher 
levels and intensity of physical activity led 
to a lower incidence of diabetes, especially 
for women. Compared with inactivity, 150 
minutes of moderate to vigorous activity per 
week reduced the risk of diabetes by 26%. 
Long-term prospective cohort studies showed 
higher reductions in incident diabetes for ev-
ery 10 MET hours per week of activity, equiva-
lent to 3.5 hours of slow walking, for women 
compared with men (RR 0.83 vs 0.89). And 
more intense activity was associated with an 
even larger reduction in diabetes incidence. 
Participating in 10 MET hours per week of 
vigorous activity, equivalent to 100 minutes 
of fast walking, reduced the risk by 56%.5

 Improvements in outcomes in patients 
with diabetes depended on the type and set-
ting of exercise. Supervised exercises associated 
with reductions in hemoglobin A1c included 
aerobic exercise (−0.30 reduction), resistance 
training (−0.30 reduction), and combined 
exercise (−0.53 reduction).9 However, unsu-
pervised aerobic exercise such as walking did 
not improve hemoglobin A1c levels compared 
with no exercise at all,9 although it may pre-
vent worsening of hemoglobin A1c levels.23

 However, despite the minimal impact on 
hemoglobin A1c reduction, walking has been 
shown to benefi t several patient-oriented out-
comes in those with diabetes, including qual-
ity of life, sleep, vitality, physical health, and 
mental health.24

 Patient counseling suggestion. Stationary 
bicycling 2 hours per week may prevent dia-
betes. Supervised exercise improves diabetes 
control.

Lipids 
A systematic review found no signifi cant 
reduction in levels of low-density lipopro-
tein (LDL) cholesterol with low-intensity or 
moderate-intensity exercise.25 Another review 
found LDL cholesterol was reduced in women 
engaging in resistance exercise (minus 16.2 
mg/dL) and combined aerobic and resistance 
exercise (minus 23.2 mg/dL).26 The level of 
high-density lipoprotein (HDL) cholesterol 
was increased with high-level, vigorous-inten-
sity aerobic exercise (4.3 mg/dL to 15.2 mg/
dL).26

 Patient counseling suggestion. Resistance 
training with weights can lower LDL levels. 
Hiking 3 hours per week may raise HDL lev-
els.

Cancer
Lung and colon cancers are 2 of the top 10 
causes of death in people over age 60,1 and 
breast cancer is the most frequent cause in 
women. Physical activity has been shown to 
reduce the incidence of cancer and improve 
patient-oriented outcomes such as fatigue and 
depression in those with cancer both during 
and after treatment.10,11,27–29

 Compared with low levels of moderate 
to vigorous leisure-time activity, high levels 
are associated with signifi cant reductions in 
the incidence of common cancers affecting 
women, including breast cancer (hazard ra-
tio [HR] 0.90, 95% confi dence interval [CI] 
0.87–0.93), lung cancer (HR 0.74, 95% CI 
0.71–0.77), and colon cancer (HR 0.84, 95% 
CI 0.77–0.91).10 Observational studies consis-
tently demonstrate reductions in overall and 
cancer-related mortality associated with in-
creasing levels and intensity of physical activ-
ity.27

 Different types of exercise are associated 
with benefi ts on patient-oriented outcomes 
for breast cancer survivors after treatment. 
Moderate- to high-intensity aerobic, resis-
tance, and combined exercise are all associ-
ated with improvements in quality of life.28 
Walking improves sleep, depression, anxiety, 
and cancer-related fatigue.29 Exercise, particu-
larly if supervised by a professional, may have 
lasting, although small to moderate, benefi ts 
compared with usual care for improving pain, 
emotional well-being, social functioning, 

Regular
moderate
to vigorous 
activity
is required
for maximal 
benefi t for 
many health 
outcomes
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Even low-level, 
low-intensity 
physical activity 
has benefi ts

sleep disturbance, and fatigue.11

 Patient counseling suggestion. About 3 
hours of vigorous exercise per week, such as 
water aerobics or fi tness classes, may prevent 
cancer. Most exercise improves quality of life 
after breast cancer treatment.

Cognitive decline
Dementia is a leading cause of disability in 
aging populations, and the number of people 
living with dementia is expected to triple by 
2050.1 A meta-analysis of physical activity in 
adults age 65 and older found it to be asso-
ciated with a signifi cant 39% reduced risk of 
developing dementia.30 
 However, exercise (as opposed to physical 
activity) does not appear to reduce the inci-
dence of dementia or mild cognitive impair-
ment. A systematic review of adults age 60 and 
older with normal baseline cognitive function 
showed no reduction in risk of dementia, mild 
cognitive impairment, or cognitive decline as-
sociated with exercise for longer than a year.15 
Another review analyzed the effect of activi-
ties with combined physical and cognitive 
components, such as line dancing and tai chi, 
that require body motion and memorization 
of sequences of movement.31 Results showed 
that combined physical and cognitive activi-
ties improved cognitive function compared 
with control and physical activity alone, but 
not compared with cognitive activities such 
as computer-based games, memorization, and  
visual search tasks alone, suggesting that cog-
nitive activity is the primary driver of the ob-
served benefi t.
 In patients with known cognitive decline, 
including mild cognitive impairment and de-
mentia, systematic reviews have found vari-
able outcomes of exercise on quality of life. A 
systematic review by Law et al found that exer-
cise of moderate to high intensity signifi cantly 
reduced cognitive decline by 40% (mean age 
68 to 86) but had minimal effect on behav-
ioral problems such as agitation.32 Another 
systematic review found no benefi t to exer-
cise programs on either cognition or depres-
sion in patients with dementia.16 Home-based 
walking programs in patients with dementia 
showed improvements in patient-oriented 
outcomes including behavioral symptoms, ac-
tivities of daily living, health-related quality 

of life, and caregiver burden.33 
 Patient counseling suggestion. Physical 
activity may prevent dementia, but exercise 
likely does not. Brisk walking may slow the 
progression of dementia and improve quality 
of life.

Chronic obstructive pulmonary disease
COPD is the third leading cause of disability 
and death in the aging population worldwide.1 
A review comparing functional and psycho-
logical outcomes in patients with COPD over 
age 64 found similar benefi ts in both sexes.34 
A meta-analysis of 8 studies35 found that the 
benefi ts of exercise in COPD are primar-
ily from formal pulmonary rehabilitation pro-
grams, which improve functional outcomes 
and quality of life, but the programs may be 
underused in women. For those over age 60, 
pulmonary rehabilitation improved forced ex-
piratory volume in 1 second, 6-minute walk 
distance, health-related quality of life, per-
ceived dyspnea, and physical and emotional 
impacts of COPD measured by the Chronic 
Respiratory Questionnaire score.
 Dyspnea is most consistently improved by 
formal pulmonary rehabilitation but not by 
other forms of physical activity. A Cochrane 
review found that hospital-based pulmonary 
rehabilitation improved dyspnea by 21% in 
patients with COPD.36 Some evidence sug-
gests home-based pulmonary rehabilitation 
can improve health-related quality of life, fa-
tigue, and 6-minute walk distance.17 Types of  
exercise other than pulmonary rehabilitation 
can improve functional outcomes but not dys-
pnea. Active mind-body movement therapy 
with tai chi improved forced expiratory vol-
ume in 1 second and 6-minute walk distance 
compared with usual care,37 and therapy with 
yoga, tai chi, or qigong improved quality of life 
compared with pulmonary rehabilitation.38

 Patient counseling suggestion. Formal 
pulmonary rehabilitation improves shortness 
of breath, and active mind-body exercise im-
proves quality of life in patients with COPD. 

Depression
Depression is the fourth leading cause of dis-
ability in those over age 60.1 In general, high- 
quality trials of physical activity in patients of 
all ages with depression have shown no sig-
nifi cant effect compared with control groups, 
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medications, or therapy.39 In patients over age  
60, however, exercise has shown consistent 
positive effects.18,40,41

 In a systematic review of predominantly 
women age 60 and older with clinical de-
pression,40 mixed moderate-intensity and 
high-intensity exercise was associated with 
signifi cant reductions in the severity of de-
pressive symptoms (standard mean difference 
[SMD] −0.34). The observed effect size was 
similar to that with prescription medications 
and was correlated with a 20% reduction in 
total symptom burden. In another systematic 
review,18 the reduction of depressive symp-
toms was more robust (SMD −0.61, 95% CI 
−0.88 to −0.33). Furthermore, the benefi ts 
of exercise on older patients with depression 
occurred even in patients not responsive to 
medications.41

 Patient counseling suggestion. Fitness 
classes using weights improves depression 
symptoms as much as medications.

Musculoskeletal disorders
The combination of osteoarthritis and back 
pain is the leading cause of disability world-
wide.1 A systematic review found low-quality 
evidence that in women age 65 and older with 
more than 6 weeks of low back pain, physi-
cal therapy is associated with small to moder-
ate pain reduction and small improvement in 
function.42 High-quality evidence of the bene-
fi ts of exercise exists for hip and knee osteoar-
thritis.12,13 In patients with hip osteoarthritis, 
exercise was associated with sustained moder-
ate reductions in pain and improvement in 
physical function.12 For patients with knee 
osteoarthritis, there was a moderate reduction 
in pain and moderate improvement in physi-
cal function.13

 The positive effects of exercise on hip and 
knee osteoarthritis are not dependent on the 
intensity of exercise.43 In fact, in a systematic 
review, any form of exercise was better than 
usual care for older women, with the most sub-
stantial pain and function benefi ts from aero-
bic and mind-body exercise such as tai chi.44 
Similarly, aquatic exercise was associated with 
improved quality of life (SMD −0.25, 95% CI 
−0.49 to −0.01) and moderate pain reduction 
(SMD −0.31, 95% CI −0.47 to −0.15) in older 
women compared with controls.45

 Patient counseling suggestion. Walking, 
tai chi, and water aerobics improve function 
and reduce pain from knee and hip osteoar-
thritis.

Osteoporosis and fall prevention
Falls are the fi fth leading cause of morbidity 
and account for up to 40% of injury-related 
deaths in older adults.1 Older women may 
have multiple risk factors for falls, including 
decreased visual acuity, sarcopenia, postural 
hypotension, and frailty. A Cochrane system-
atic review found that physical activity signifi -
cantly reduced  the number of falls by 23%, 
the number of people suffering at least 1 fall by 
15%, and falls requiring medical attention by 
39%.46 The average age of study participants  
was 76, and 77% were women.
 The benefi cial effects of physical activity 
in fall reduction are most notable when it in-
cludes a balance component and is performed 
regularly. Data from community-dwelling peo-
ple with a mean age of 65 or older showed a 
signifi cant 39% reduction in fall rate for those 
performing exercises that challenged balance 
for more than 3 hours a week.19 Similarly, a 
meta-analysis of studies of tai chi, which has a 
balance component, found it was signifi cantly 
more effective at reducing fall rates when per-
formed at least 3 times a week compared with 
once a week (RR 0.36 vs 0.95).47

 Osteoporosis is a signifi cant risk factor for 
fall-related fracture. Strength training has 
consistently been shown to improve or pre-
serve bone density at the hip in postmeno-
pausal women,48,49 and physical activity can 
reduce fracture risk.50 Combined strength and 
aerobic training is most effective for preserv-
ing bone density at the spine in women over 
age 60 (SMD 0.349, 95% CI 0.064–0.634).20 
Importantly, walking by itself typically does 
not preserve bone density in postmenopausal 
women.49,21 In a systematic review of older 
women, exercise was associated with a signifi -
cant reduction in total fracture risk (RR 0.49, 
95% CI 0.31–0.76) and vertebral fractures 
(RR 0.58, 95% CI 0.35–0.95) after adjusting 
for quality of included studies.50

 Patient counseling suggestion. Exercises 
that require balance, such as tai chi and yoga, 
prevent falls in older women. Exercising with 
weight or resistance bands prevents fractures.

In osteoporosis,
physical activity 
can reduce 
fracture risk
after 
menopause,
and strength
training can 
preserve bone 
density
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 ■ THE BENEFITS OF PHYSICAL ACTIVITY:
TAKE-HOME MESSAGES

The benefi ts of physical activity on common 
diseases in women age 60 and older depends 
on the intensity of the activity, the type of 
activity, the setting, and the frequency. Gen-
erally, regular physical activity of moderate 
to vigorous intensity is required to maximize 
benefi t for health outcomes. Benefi ts include 
reductions in the incidence of cardiovascular 
disease, hypertension, diabetes, and cancer; 
reduced risk of stroke, falls, and death from 
cancer or cardiovascular disease; and fewer 
symptoms of depression. However, even low-
level, low-intensity physical activity can im-
prove diabetes-related quality of life and os-
teoarthritis-related pain, function, and quality 
of life.
 The type of activity is important for re-
duction in the risk of osteoporosis and falls. 
The setting of physical activity is important 
for reducing hemoglobin A1c and improving 
COPD symptoms. 
 Importantly, exercise does not universally 
benefi t the most common diseases in older 
women: moderate-intensity exercise does not 
improve LDL, walking does not signifi cantly 
improve bone density, and exercise alone does 
not reduce the rate of dementia or mild cogni-
tive impairment.
 Physical activity benefi ts conditions be-
yond the most common causes of morbidity 
and death in older women. Frailty, the com-
bination of weakness, decreased activity, slow 
walking speed, unintentional weight loss, 
and exhaustion are associated with increases 
in nursing home admissions, hospital length 
of stay, and death. Physical activity has been 
shown to prevent frailty,51 which in turn may 
prevent nursing home admissions and pro-
longed hospital stays. 
 Sarcopenia is also common in older wom-
en. Though not directly prevented by physi-
cal activity, its associated conditions, includ-
ing frailty and falls, are benefi ted, as discussed 
above. Exercise-based cardiac rehabilitation 
benefi ts patients with newly diagnosed heart 
conditions.

Selecting the exercise
Knowing which type, intensity, and level of 
physical activity benefi ts each disease enables 

clinicians to make specifi c, accurate exercise 
recommendations for older women. Formulat-
ing specifi c recommendations for women with 
comorbidities is complex, requiring clinicians 
to consider the functional capacity and gen-
eral mobility of the patient. 
 Exercise is a generally safe practice that 
benefi ts women of all ages. Safer forms include 
walking, water aerobics, and seated resistance 
exercises. Women desiring the health benefi ts 
of more frequent and vigorous activity should 
increase their activity level gradually.
 Although safety is important, clinicians 
should recognize that functional capabilities 
vary widely in older women. For some women, 
brisk walks are challenging, whereas others 
can easily participate in high-intensity exer-
cise such as tennis and group fi tness classes.
 By applying knowledge of the specifi c ben-
efi ts of physical activity, clinicians can direct 
women to appropriate exercise resources in 
their community. Retirement communities 
and senior centers offer access to safe indoor 
exercise facilities for unsupervised aerobic and 
resistance training, as well as scheduled, super-
vised, mobility-appropriate exercise includ-
ing line dancing, Zumba, chair yoga, water 
aerobics, seated strength training, and tai chi. 
Medicare Advantage programs also offer ben-
efi ciaries membership in exercise programs.

Offer additional help 
Clinicians can further support women’s physi-
cal activity goals through evidenced-based 
strategies such as motivational interviewing. 
But barriers to counseling in primary care ex-
ist related to time constraints and perceived 
ineffectiveness of counseling. The Exercise is 
Medicine campaign52 of the American Medi-
cal Association and the American College 
of Sports Medicine aims to overcome these 
barriers by providing practical, versatile, and 
time-effective strategies for physical activity 
counseling in primary care. The campaign ad-
vocates for promoting activity to every patient 
at every outpatient visit using 1 of 4 strategies:
• Assess current activity level using the 

2-question Physical Activity Vital Sign
• Recommend exercise with optimism
• Counsel and prescribe a specifi c exercise 

plan including frequency, intensity, time, 
and type

In women with 
comorbidities, 
recommending 
physical activity 
requires 
consideration
of the patient’s 
functional
capacity
and general 
mobility
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• Refer the patient to a clinical or communi-
ty-based exercise professional.

 Counseling provided in partnership be-
tween primary care providers and exercise 
professionals results in better long-term adher-
ence and reduces time demands on practitio-
ners. Referral to an exercise professional is an 
evidence-based strategy supported by the US 
Department of Health and Human Services. 
Local exercise professionals can be found us-
ing the searchable online directories from the 
US Registry for Exercise Professionals (http://
www.usreps.org) and the International Fed-
eration of Registers for Exercise Professionals 
(https://icreps.org).

 ■ LIMITATIONS OF CURRENT LITERATURE
ON PHYSICAL ACTIVITY

The literature on physical activity in older 
women has several limitations. Large, long-
term, randomized controlled trials of exercise 
interventions are challenging to perform. 
Thus, most data on exercise in primary pre-
vention are from population-based, observa-
tional studies, which have inherent limita-
tions. Systematic reviews and meta-analyses 
include studies with considerable heterogene-
ity, as participants are often men and women, 
and subgroup analyses of women participants 
are uncommon. Intervention lengths vary and 
rarely exceed 12 months. Interventions often 
include multiple exercise types, intensities, 
frequencies, and durations that are combined 
into broad categories such as low, moderate, 
and high activity levels, based on energy ex-
penditure.
 Heterogeneity in control group defi nition, 
commonly either inactive or participating in 
low-level physical activity, is another limita-
tion. When low-level activity is used as the 
control, the observed benefi ts may be attenu-
ated, as even low levels of activity have health 
benefi ts compared with inactivity. 
 Studies include women in a wide range of 
ages, from the 60s to the 90s. Outcomes may 

vary based on the participant’s decade of life, 
and sample sizes are often too small to allow 
subgroup analyses of relatively young and very 
old participants. Lack of diversity of study 
participants in terms of race, ethnicity, socio-
economic status, and geographic setting limits 
the generalizability of the results of physical 
activity studies to all women. 
 In addition, translation of fi ndings from 
the literature to clinical practice has limita-
tions. For some women, social and environ-
mental obstacles to regular activity exist, in-
cluding characteristics of the environment, 
neighborhood safety, and caregiver responsi-
bilities. For example, the benefi ts of hospital-
based pulmonary rehabilitation for COPD or 
aquatic exercise for osteoarthritis can only be 
realized if the patient has access to a hospital 
or swimming pool. Similarly, the benefi ts of 
walking can only be achieved if the environ-
ment is convenient and safe for walking. And 
leisure-time activity can only be pursued if ad-
equate social support exists to allow time away 
from family and work responsibilities.
 All of these limitations should be consid-
ered when counseling patients.

 ■ FINDING THE RIGHT STRATEGY

As the population of women over age 60 
grows, it is important to identify strategies to 
maximize health and minimize disease bur-
den. Physical activity benefi ts the most com-
mon disease states in women. Knowing the 
type, intensity, and level of activity needed to 
achieve desired health outcomes can help the 
clinician make specifi c, individualized recom-
mendations for exercise in the context of mul-
timorbidity, functional abilities, and available 
resources. Routine counseling on exercise in 
partnership with an exercise professional may 
improve the patient’s level of physical activity 
and is strongly recommended. ■
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